Aim The purpose of this review is to describe the use and definitions of the concepts of nurse-patient interaction and nurse-patient communication in nursing literature. Furthermore, empirical findings of nurse-patient communication research will be presented, and applied theories will be shown. Method An integrative literature search was executed. The total number of relevant citations found was 97. The search results were reviewed, and key points were extracted in a standardized form. Extracts were then qualitatively summarized according to relevant aspects and categories for the review. Results The relation of interaction and communication is not clearly defined in nursing literature. Often the terms are used interchangeably or synonymously, and a clear theoretical definition is avoided or rather implicit. Symbolic interactionism and classic sender-receiver models were by far the most referred to models. Compared to the use of theories of adjacent sciences, the use of original nursing theories related to communication is rather infrequent. The articles that try to clarify the relation of both concepts see communication as a special or subtype of interaction.
ship were used. The search was limited to publications in English and German. There was no restriction to publication types in the search process.
There were no limitations regarding the time period of publication. Literature search was done in September 2008.
Found citations were sorted out based on their abstracts using the following exclusion criteria: educational programs in the case of the evaluation of theme-centered curricula or supervision; nurse-physician relation; nurse-relative relation; mother-child relation; pediatric nursing; midwifery-care; use of communication technology in nursing situations (e.g. telecare); communication and interaction problems with foreign patients; communication in means of therapy; linguistic studies. Citations with specific medical diagnoses as well as certain phases of dementia or patient states on ICU and endof-life nursing were excluded. This was done to get a more general impression of communication and interaction.
The search results were reviewed, and key points were extracted in a standardized form. Extracts were then qualitatively summarized according to relevant aspects and categories for the review.
Categories of the form were: definition of interaction and communication, relation of interaction and communication, theoretical background of communication and interaction concepts, investigated patient group and setting, structures of interaction, and finally research design.
Results

Description of the search results
The total number of citations found relevant after the application of exclusion criteria was 97. They are listed in Table 1 , sorted according to used methods. Qualitative methods were by far used most frequently (n=35), followed by quantitative methods (n=24). Secondary research (n= 12) included qualitative reviews about communication/ interaction and nurse-patient relationships. No quantitative review was identified. Seven articles proposed or developed methods to investigate communication or interaction. Twenty-two articles were included that presented nonresearch literature, namely essays, theoretical comments, or guidelines without empirical basis.
The research focus of most articles was mainly descriptive, as can be seen in Table 2 . Hospitals and nursing homes were the prevailing settings in which communication and interaction were researched (Table 3) .
Theoretical background and definitions of basic terms
One aim of this review was to illustrate the definitions of communication and interaction used in nursing literature and to what extent they are used synonymously or are clearly distinguished. It was of interest which communication theories of adjacent sciences were used and what their contribution to nursing science can be or already is.
Definitions of interaction
Interaction was almost never clearly defined or delineated from communication. In most cases the terms were used interchangeably. In many publications only an implicit differentiation could be found, suggesting a hierarchical relation of communication and interaction, with interaction as the superior concept and term (Harding 1987; Hollinger and Buschmann 1993) . Oliver and Redfern (1991) defined interaction as the observable behavior during communication implying a different perspective.
Symbolic interactionism was often used as a theoretical framework to describe the interaction process (Anderson 1979; Carlson 1972; Shattell 2004; Spiers 2002) . Alternatively, the closely related model of systemic constructivism was used (Darmann 2002; Flaskerud 1986 ). Both define interaction as a mutual process of in- RCT Brown 1997; Carlson 1972; Castledine 2004; Darmann 2002; Davies 1994; Flaskerud 1986; Fry 1994; Gastmans 1998; Harding 1987; Klein 2005; Lein and Wills 2007; Lomax 1997; Moreira et al. 1997; Nordby 2006 Nordby , 2007 Sarvimäki 1988; Scheiner and Knipfer 2006; Smith-Stoner 1999; Sumner 2001; van Maanen 2002; Watson 2005; Williams et al. 2005b Non-research literature Caris-Verhallen et al. 1999b; Chatwin 2008; Cossette et al. 2006; Daubenmire et al. 1978; Jones 2003; Mallett 1999; Oliver and Redfern1991 Proposed/developed methods Canales 1997; Caris-Verhallen et al. 1997; Mathews 1983; May 1990; O'Kelly 1998; Routasalo 1999; Shattell 2004; Tacke 1999; Tuckett 2005; Turnock 1991; Walther 2003; Williams 2001 Qualitative reviews Kaakinen et al. 2001; Sheldon et al. 2006 Group discussions (focus groups) Qualitative evaluation of ... Barrere 2007; Breeze and Repper 1998; Fosbinder 1994; Millard etal. 2006 Ethnography Dornheim 2003 Hewison 1995a; Hewison 1995b; Martin and Barkan 1989; McCutcheon and Pincombe 2001; Rundell 1991; Schiereck 2000 Grounded theory Dean et al. 1982; Salyer and Stuart 1985 Standardized observation Anderson 1979; Bourhis et al. 1989; Larsson and Starrin 1990; Loveridge and Heineken 1988; Park and Song 2005; Ruan and Lambert 2008 Descriptive research Aguilera 1967 Nonrandomized-controlled study Burgio et al. 2000; Diers et al. 1972 Survey Used quantitative methods Jones and van Amelsvoort Jones 1986 terpretation and construction of meaning. The achievement of an intersubjective understanding of a situation or an object is a possible result of interaction. Moreover, interaction determines the subjective experience of relationships (Tuckett 2007) .
Secondary research
Used qualitative methods
Interaction was mainly characterized by its process-like dynamic structure (Anderson 1979; Larsson and Starrin 1990) and its similarities to the nursing process or the process of nursing action, in this way stating its central meaning for nursing itself (Flaskerud 1986; Gastmans 1998) . Interaction is seen as pivotal, especially for psychiatric nursing where the use of self and interaction must also be viewed as a therapeutic means and intervention to improve health outcomes Diers et al. 1972; Williams et al. 2005b) . Mutuality is mentioned as an additional attribute of interaction (Dornheim 2003; Hansebo and Kihlgren 2002; Rundell 1991; Salyer and Stuart 1985) ; it starts naturally and happens between two individuals. Dornheim (2003) describes the mutuality of interaction as a process of cognition and action of the participants. These actions can be physical acts, acts of interplay, or a contact or bond of verbal or nonverbal communication (Rundell 1991) . Davies (1994) states that it is impossible to interact passively, stressing the behavioral component of interaction. As a whole, interaction is dependent on situational factors and can be identified as the normative claim to right (Sumner 2001) . Linguistic interaction as a kind of social interaction always means a situation in which power is exerted through and shown by language (Hewison 1995a ).
Definitions of communication
As communication and interaction are quite often used interchangeably or synonymously, it is not surprising that certain characteristics of both concepts are quite similar. Communication is also seen as a dynamic, complex, and context-related ongoing multivariate process in which the experiences of the participants are shared (Daubenmire et al. 1978; Edberg et al. 1995; Hansebo and Kihlgren 2002; Harding 1987; Sheldon et al. 2006 ). Mutuality and simultaneity are central aspects in communication (Daubenmire et al. 1978; Davies 1994; Harding 1987; Shattell 2004; Turnock 1991) , too.
Communication is strongly dependent on the culture, the social status, and reciprocal relationships of the participants (Mathews 1983) .
The exchange of information with the aim of understanding is the central characteristic of communication (CarisVerhallen et al. 1997; Nordby 2007; Tacke 1999; Usher and Monkley 2001; van Maanen 2002; Vivian and Wilcox 2000) . This can only happen in social situations, meaning the existence of a counterpart is a necessity for communication (Sarvimäki 1988) . Communication is said to happen always when people meet (Scheiner and Knipfer 2006) . The nature of communication in general is described as either affective or instrumental or a mixture of both by some authors (CarisVerhallen et al. 1997 (CarisVerhallen et al. , 1998 Lein and Wills 2007 (Williams and Gossett 2001) . Salyer and Stuart (1985) mention the possibility of a positive or a negative communication related to the affective nature of communication. In the context of nursing, most communication is committed to a certain aim and intention (Diers et al. 1972) mainly to improve the health state of the individual (Flaskerud 1986; Shattell 2004 ). The actual goal of a communication determines to a great extent the way of communication (Caris-Verhallen et al. 1998) .
Communication constitutes an important part of the quality of nursing care and predominantly influences patient and resident satisfaction; it is a core element of nursing care, a fundamentally required nursing skill (CarisVerhallen et al. 1999a; Dean et al. 1982; Gastmans 1998; Hansebo and Kihlgren 2002; Hewison 1995b; Jones 2003; Rundell 1991; Tuckett 2005; Williams and Gossett 2001; Williams et al. 2005a) .
Interpersonal or therapeutic relationships are continuous processes of communication; consequently communication can be seen as a prerequisite for relations (Caris-Verhallen et al. 1999b; Moreira et al. 1997; Rundell 1991; Tuckett 2007) .
Verbal and nonverbal expressions make up communication (Darmann 2002) , with verbal expressions in the form of language being viewed as basic (Lomax 1997) . In interactional situations all kinds of behavior are communicative and convey messages (Daubenmire et al. 1978; Davies 1994) .
The adaptation of individuals to other persons or objects happens through communication (Daubenmire et al. 1978) . This is achieved by communicating and negotiating individual goals and interests (Mathews 1983; Shattell 2004) .
The individual gets the opportunity to perceive itself through communication by expressing emotions and memories to others consciously or unconsciously. Communication 
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Intervention research 8 is even seen as a prerequisite of consciousness of the self itself (Hansebo and Kihlgren 2002; Moreira et al. 1997) . Important elements of communication are sender, recipient, message, and context (Hollinger and Buschmann 1993) . People transmit and receive signals that they encode and decode in order to understand what is communicated (Davies 1994) . A successful communication furthermore demands an accordable cognitive effort and awareness of the participants of the communication (Larsson and Starrin 1990) .
Communication is often divided in verbal and nonverbal communication. Nonverbal communication involves all communicative behavior except the spoken word (CarisVerhallen et al. 1999b ). All behavior can convey messages and meaning, suggesting that all patient behavior has a communicative meaning and message, too (Aguilera 1967) . These messages can be transmitted by vocal nonverbal and nonvocal nonverbal means (Oliver and Redfern 1991) . Van Maanen (2002) reduces nonverbal communication to mere body language and furthermore categorizes verbal communication as objective communication and nonverbal communication as a form of subjective communication. The importance of nonverbal communication can be stressed by the statement that nonverbal communication has to be used and understood consciously by nurses to fully achieve the goals of communication (Aguilera 1967) . 
Home care
Relation of interaction and communication As mentioned above, the relation of interaction and communication is not clearly defined in nursing literature. The terms are often used interchangeably, and a clear theoretical definition is avoided or rather implicit. The articles that try to clarify the relation of both concepts see communication as a special or subtype of interaction (Dean et al. 1982; Hansebo and Kihlgren 2002; Harding 1987; Hollinger and Buschmann 1993; Sarvimäki 1988; Sumner 2001) . Usher and Monkley (2001) describe communication as a promoter of interaction, suggesting that communication is the tool for interaction. Darmann (2000) reports a frequent interchangeable use, too, but states that a difference of both can seldom be found in the reality of communication or interaction. Consequently, the differentiation of these concepts seems a rather theoretical issue, and one cannot be described or defined and understood without the other.
Nurse-patient relationship and communication
Theoretical reflections on the nurse-patient relationship The nurse-patient relationship is primarily mediated by verbal and nonverbal communication (Aguilera 1967) . Like communication, relationships are unique situations (Anderson 1979) and are mutually constructed whereby the professional nurse-patient relationship is responsive and intersubjective (Aranda and Street 1999) . It is this interpersonal relationship that makes the difference between nursing and caring (Tuckett 2005) . The nursepatient relationship is said to be of importance for patient participation in nursing care (Millard et al. 2006 ). In the discourse of nurse-patient relationships, there are frequently encountered concepts like empathy, intimacy, and esthetical distance, concepts relevant to communication and interaction, too (Larsson and Starrin 1990) . This further reflects how strong the concepts of interaction, communication, and relationship are intertwined.
Empirical findings on nurse-patient relationship Two concepts are identified as important in interaction and relationships, "being authentic" and "being a chameleon," meaning the necessity of two divergent behaviors in interaction and relationship (Aranda and Street 1999) . So nurses have to be authentic and adaptive to the patient and the situation. The professional relationship is an important aspect of nursing interventions and can have positive or negative effects on the nursing experience of patients (Breeze and Repper 1998) . Anderson (1979) even states that the nurse-patient relationship has the power to create or destroy those who came to us for care as individuals create themselves through relationships. Patients described nurse-patient relationships as good when they had the feeling of having been treated respectfully, essentially as a valued person (Breeze and Repper 1998) . Nurses in nursing homes often take over roles of significant others for the residents (Carlson 1972) . Seen by Peplau as the essential aspect of nursing, relationships are dependent on the skills of the nurse like nonjudgmental listening and the ability to convey warmth and understanding (Castledine 2004; Gastmans 1998) . The importance of the nurses' listening behavior was shown by Gilbert (1998) , who identified six relational message factors that were communicated by nurses' listening behavior: trust/receptivity, depth/similarity/affection, difference, dominance or power, formality and composure. The listening behavior in the way of listening and asking actually is the beginning of the nurse-patient communication relationship (Carlson 1972) . Furthermore, it appears that positive nurse-patient relationships can be communicated in a short period of time (Gilbert 1998) .
Mutuality, too, is a central aspect of relationships and refers to the validation of people in a relationship, meaning the sharing and acknowledging of differences, it is also influenced by the interaction of people's views of the purpose of the meeting (Hansebo and Kihlgren 2002) . In the promotion of a mutual sense of togetherness with the patient seven influencing factors of interaction and communication were identified: promoting competence, struggling for cooperation, deep communication for communion, showing respect for the unique person, skills in balancing power, distance in a negative point of view, and fragmentary nursing situations (Hansebo and Kihlgren 2002) .
The therapeutic relationship is constructed in a set of cultural values that often reflect the majority culture: rugged individualism, autonomy, competition, progress and future orientation, the scientific method of inquiry, the nuclear family structure, assertiveness, and rigid timetables (Canales 1997) . Different perceptions held by nurses and patients can be identified as a major obstacle to nursepatient relationships . The nature of the staff-patient relationship still is different from that between relatives and patients as by definition it is a therapeutic one (Moore and Kuipers 1992; Moreira et al. 1997) . As transference and counter-transference occur in the context of relationships, these dynamically interrelated and intrapsychically occurring processes have to be taken into account by the nurse in the layout of the therapeutic relationship (O'Kelly 1998).
While nurses are often not sure about the effect of the nurse-patient relationship, patients appreciate to a high degree the relationship as a therapeutic one whereby the relationship occurs even in temporally short interactions when certain circumstances apply (Shattell 2004) . Altschul (1972) as described by Schröck (2003) holds the view that nurse-patient relations only occur if communication does not happen in routine interactions. The patient's perception of the quality of the communicative relationship with a health-care provider is associated with both patient satisfaction and compliance, in this way influencing the process of care and eventually its outcome (Vivian and Wilcox 2000) .
In psychiatric nursing relationships take a central role, as it is assumed that a patient who experiences a relationship to a helper as intimate and secure is probably more apt to communicate his or her inner feelings and experiences to the helper, which is often seen as a prerequisite for psychiatric care and treatment (Larsson and Starrin 1990) . Irrespective of the field of nursing, Spiers (2002) demands that nurses must be skilled in developing effective relationships with their patients.
Used theories of communication
Communication models and concepts that were used or mentioned in the articles can be seen in Table 4 . The by far most referred to models were symbolic interactionism and classic sender-receiver models. As the used theories were not further described in the articles, it is unclear whether the theories are normatively or empirically based.
Compared to the use of theories of adjacent sciences, the use of original nursing theories related to communication is rather infrequent (see Table 4 ). All found nursing theories were Grand Theories.
The most frequently used nursing theories were Peplau's theory of interpersonal relations (Caris-Verhallen et al. 1997; Castledine 2004; Gastmans 1998 ) and King's interacting systems framework (Caris-Verhallen et al. 1997 Rundell 1991) .
Empirical findings and normative statements on characteristics of interaction and communication
Structures of communication
Empirical findings on the structures of nurse-patient communication of included articles will be presented in this section. Mere theoretical reflections will be accented accordingly.
The role allocation in nurse-patient communication and interaction seems to be quite clear. Patients take on the role that is expected of them, namely the role of being sick, dependent, and inactive (Armstrong-Esther and Browne 1986). This kind of role allocation is typically associated with the different power assigned to the roles 'nurse' and 'patient' (Diers et al. 1972) . These roles are expressed in the kind of interaction that happens (Mathews 1983) , for example, the use of touch as a method of communication (McCann and McKenna 1993) , but can vary in different settings, for example, home care and hospital (Shattell 2004 ). These empirical findings support the theoretically derived statements of the supreme importance of role behavior and role expectations in communication (Scheiner and Knipfer 2006) . Different registers used by patients and nurses are structural aspects of communication that add to asymmetrical power allocation as the nurse is able to use the patient's register, but has also the opportunity to use the medical register, in this way disabling the adequate participation of the patient in the communication (Bourhis et al. 1989) . In his conceptual essay, Nordby (2006) describes this situation as a result of different backgrounds of nurses and patients. Nordby recommends that the nurse should rather correct misunderstandings than adopt the patient's idiosyncratic conception. In this way, the nurse tries to avoid that the patient feels alienated from the medical register. Language in terms of registers was shown to be a tool of power that indicates the relative power of the communicators (Hewison 1995a, b) . The use of a wide range of conversational tactics to maintain control over verbal nurse-patient interaction by nurses confirms this, too (May 1990 ). An often not consciously used mode of speech conveys relative power in conversations, the so-called elder speak. This speech modification covers the use of diminutives, inappropriate plural pronouns, tag questions, shortened sentences, slow speech rate, and simple vocabulary (Williams et al. 2005a, b) . Jones and van Amelsvoort Jones (1986) observed that verbal communication in a nursing home largely occurred in the form of commands, which can be interpreted as a form of overt power.
In a nursing home for demented patients, Edberg et al. (1995) observed five types of communication content/ orientation: orientation to person, orientation to task, orientation to task and person simultaneously, split or nonsense communication, and inattentive communication, whereas nurses mostly used task-oriented communication, and patients' communication was mainly split or personoriented. A similar tendency was shown in psychogeriatric units. There was little staff-patient communication as with confused patients communication was cut short mostly and staff-patient interaction took the form of statements or instructions (Armstrong-Esther and Browne 1986). Sometimes patients with dementia and vocally disruptive behavior are even addressed as an object (Graneheim et al. 2001 ). This parental custodial communication style of nurses can be found in psychiatry, too . Hansebo and Kihlgren (2002) identified the nurses as nearly solely responsible for the quality of the communication between themselves and demented nursing home residents. In their sample they observed the carers rather balancing in their interactions, verbal as well as nonverbal, to promote a sense of mutual togetherness with the residents (Hansebo and Kihlgren 2002) . In nursing homes, 
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Theories of adjacent sciences the biggest part of residents' communication opportunities is provided by the nursing home staff (Williams et al. 2005a) . Further, investigation of this communication revealed about 69% of the conversations were rather nursing task-oriented, and only few conversations took longer than 5 min (Williams et al. 2005a) .
In a different setting nurse practitioners seem to employ other communication strategies and categories. Seven categories show what nurse practitioners place emphasis on in communication with elderly patients: client involvement, client health beliefs, compliance gaining tactics, client education, client support systems, competent communicator skills, and hypervigilance to the client (Kaakinen et al. 2001 ). This corresponds with the theoretical reflections of Lein and Wills (2007) .
Darmann identified central structures in the nurse-patient communication: power of the nurses, decisional freedom of the patients and nurses, and measures of the patient to exert pressure (Darmann 2000) . Power and control also seem to be the main issue with so-called 'difficult' patients in psychiatric care. Despite the different roles and overt power imbalance between nurses and patients, these patients appeared to be struggling for control, battling for power with the nurses (Breeze and Repper 1998) . Patients are labeled as 'difficult' when they challenge or threaten the nurses' competence or control (Breeze and Repper 1998) . Kettunen et al. (2002) also see autonomy and power as central structures of nurse-patient communication. The way in which power and control are exerted in communication is described in another study as confirmation or disconfirmation behavior (Loveridge and Heineken 1988) . Information policy of the institution is another power-related structure in communication as not all staff may be allowed to share all information with the patient or resident (Tuckett 2007) . This situation can lead to communication strategies of avoidance and evasion (Tuckett 2007) . Vivian and Wilcox (2000) depict the structure of compliance communication in home care nursing as embedded in a continuous conversation in which nurse, patient, and relatives are involved. The dimensions of compliance communication are an affiliative dimension with the intention to create a personal bond or link and a control dimension with the intention to control compliance and adherence (Vivian and Wilcox 2000) .
Process of communication
This paragraph will show how the process of communication and interaction is constructed and which factors have direct or indirect influence on the process of communication/interaction according to the research results of the included articles.
The process of communication is often described with a phase model, e.g., initiating phase, working phase, and terminating phase (Edberg et al. 1995) or perception, presencing, and reassurance (Usher and Monkley 2001) . These models for single communications are supplemented with phases on a more abstract level like the progression of the admission, so Rundell (1991) identified phases of changing interactive privileges for patients during admission on a high dependency unit. Turnock (1991) observed a negative correlation of communicative behavior and the health status on the ICU meaning a lack of communication in a phase when the patient would be able and in need of communicative interaction. Another process model is the one used by Sumner (2001) and comprises the development of moral maturity that directly influences communication. Van Maanen (2002) describes communication as a dynamic and continuous process, similar to the nursing process.
Certain factors that influence the process of communication and interaction were found. The cognitive status of the patient influences the process, so on the one hand demented patients often have an extended latency period and are more often inattentive in a communication (Edberg et al. 1995) ; on the other hand, the communication style of nurses with these patients shows that the use of verbal communication is reduced, only minimal verbal interactions happen during nursing care, and when it occurs primarily orders are given (Jones and van Amelsvoort Jones 1986) . Communication often happens during medical tasks (Berg et al. 2007 ). The setting determines the communication process, too, as Tacke (1999) could show in a review of qualitative studies for different communication processes of aphasic patients in acute care and rehabilitation wards. Quite often the communication process can be described as inadequate, superficial, and stereotyped (Dean et al. 1982) . The number of present nurses had an impact on the quality of the communication, meaning with two or more nurses involved in the interaction process, the attentiveness to the patient was reduced (Edberg et al. 1995) .
Mutuality in communication as stated in the normative definitions of communication shows itself in the process of communication in several ways. So feedback is required to sustain the process of interaction (Armstrong-Esther and Browne 1986), and the occurrence of reciprocal action was observed, meaning that a positive action yields a positive reaction and a negative action a rather negative reaction (Salyer and Stuart 1985) . Routasalo and Isola (1998) documented in a geriatric nursing home that nurses almost always initiated interaction with a touch and also ended it with a touch. Beneath the behavior of the health-care professionals, the communication behavior of the patients shows a significant impact on the communication process, too, so behaviors like questioning, disclosure of health knowledge and experience, and interrupting the nurse are appropriate to influence communication (Kettunen et al. 2002) .
Different registers (medical language and everyday language) of patients and health-care professionals influence the process of communication. Bourhis et al. (1989) describe three possible courses of the process in his conceptual paper when different registers are involved: convergence, maintenance, or divergence. To influence the process of communication, nurses sometimes use tactics to control or even avoid communication (May 1990 ).
Intentions of communication and interaction
Intentions and issues of communication and interaction in patient care that can be often found in nursing literature are described in this paragraph. The normative character of intentions and aims is reflected in the literature. In this way we found many articles with rather normative than empirically based statements. Therefore, we will first describe the normative theoretical statements and will close with the empirical results of the included articles.
The main intention of communication and interaction in the health setting should be to influence the patient's health status or state of well-being (Flaskerud 1986; Gastmans 1998) . Sarvimäki (1988) proposes to achieve this by orienting interaction and communication toward understanding the patient. Communication or narrative interaction thus enhances nurses' understanding of the patient (Canales 1997) . Turnock (1991) defines 'good' communication in the ICU: providing information about their surroundings, telling about the health status and progress, warning about procedures, introducing staff, and explaining sounds in the ICU. The intention of this kind of communication is called 'orienting patients to their environment' (Turnock 1991) . Another intention of communication in the health setting can be problem solving, representing another instrumental intention of communication (Moreira et al. 1997 ). Silence as a means of nonverbal communication can be used to promote acceptance, concern, and support for the patient (Lomax 1997) .
Mostly interpersonal contexts are communicated: negotiating territoriality, sharing perceptions, establishing an amicable working relationship, synchronizing role expectations, and negotiating knowledge to achieve these goals (Spiers 2002) .
Privacy, identity, autonomy, and security were identified as central issues of communication with demented patients in nursing homes, but quite often communication is taskoriented in this setting (Graneheim et al. 2001) .
The view of communication as a kind of therapeutic tool strongly depends on the definition of communication as work or non-work by nurses as May discovered (1990) . Conscious use of nonverbal communication techniques, especially the use of touch, are intended to convey comfort, caring, and reassurance (Hollinger and Buschmann 1993) , in this way improving the well-being of the patient or resident. To reach the patient on a personal and emotional level, skillful helpers use communication of everyday character (Larsson and Starrin 1990) . In the investigation of Martin and Barkan (1989) , it was shown that communication and interaction aimed at facilitating the understanding of the patients improved the well-being of the patients.
Reported perceptions of important quality aspects in communication and interaction in the nursing setting
The quality of communication in the nursing setting depends on several factors as studies show. From the patient's view the following behavior of nurses is accountable for a rather negative communication experience with nurses: stereotyping, custodialism, rule enforcement, lack of intimacy, and lack of friendliness, empathy, and caring . From the nurses' view, the quality of communication is influenced by the attention a nurse pays to the details of sending a message (Usher and Monkley 2001) . A shared perspective of patients and nurses is the claim to truth and claim to truthfulness in communication (Sumner 2001) .
Nonverbal behavior in relation to communication
In this paragraph nonverbal behavior and the way it is included in communication in the sample will be described.
First of all, the kind of behavior that constitutes nonverbal communication will be defined; it includes physical contact/touch, proximity/personal space, physical orientation, body posture, head nods, facial movements, gestures, looking/eye contact, and paralinguistic aspects of speech (Harding 1987; Davies 1994) .
Touch is the most frequently researched mode of nonverbal communication in our nurse-specific sample. Generally, two forms of touch were identified and distinguished, 'expressive touch' and 'instrumental touch' (McCann and McKenna 1993; Oliver and Redfern 1991) . 'Expressive touch' in communication is often used to communicate comfort, empathy, caring, and reassurance, whereas 'instrumental touch' means necessary touch during or for certain nursing interventions, e.g., body care (Hollinger and Buschmann 1993) . McCann and McKenna (1993) discovered 'instrumental touch' as the dominating form of touch in a continuing care/rehabilitation setting (95.3%). One can conclude that touch is rather seldom used as a conscious means of communication.
Touch as a means of communication thereby is perceived according to the 'touch' context, taking into account cultural perception of touch, role of the persons that are interacting by touch, touch socialization, age, gender, part of the body touched, and the qualitative nature of touch (Aguilera 1967; Hollinger and Buschmann 1993; McCann and McKenna 1993; Oliver and Redfern 1991; Routasalo 1999; Routasalo and Isola 1998) . Conscious or cognizant use was found to be effective in establishing and maintaining simple verbal communication and therapeutic communication (Aguilera 1967; Routasalo and Isola 1998) . Touch gestures were found to improve the quality of verbal communication (Aguilera 1967) .
Silence as a form of paralanguage can have several meanings like a sign of power, trust, acceptance, or simply a sign that a person has finished what it is saying and is waiting for a response (Lomax 1997; Loveridge and Heineken 1988) . Other forms of nonverbal communication that were investigated were nonverbal aspects of speech like paralanguage, body language, and so on (Fry 1994) .
In general, nonverbal communication was described as an opportunity to start and sustain verbal communication (Davies 1994; Fry 1994; Harding 1987) . According to the statements in the sample, nonverbal communication seems to play a rather supportive role to verbal communication.
Predictors and influencing factors
Generally, influencing factors can be theoretically organized into the categories of provider variables, patient variables, and environmental and situational variables (Caris-Verhallen et al. 1997; Park and Song 2005; Routasalo and Isola 1998; Ruan and Lambert 2008) . A more detailed illustration of these categories will be provided in the following paragraph. It is still difficult to delineate separate factors or variables for a complex subject like communication or interaction as the factors are largely interconnected. In order to avoid redundant listing of variables, we will list identical provider and patient variables under "shared variables."
Provider variables The most often mentioned provider variable is the communication skill of the nurse. Communication skill includes an extensive repertoire of communication strategies, interpersonal competence (Fosbinder 1994) , the ability to personalize the approach to the clients, meaning rate of speech, connecting to the clients' life world, tone of voice, and using shared language (Kaakinen et al. 2001) . Other concepts subsumed under communication skill were trust, knowledge, caring, respect, and courtesy (Breeze and Repper 1998) . Guidelines for better communication often emphasize trust and empathy as crucial to effective communication (Heineken 1998; Moreira et al. 1997) . Nurses should investigate client and family sick role beliefs so they can interact adequately with the clients and their families (Heineken 1998) .
The nurses' self-awareness of their communication methods was stressed as important, too (Martin and Barkan 1989) . Additional proposed provider variables are the nurses' educational level, showing that nurses of lower educational level do more social communication than nurses of higher educational level, the experience of the nurse regarding affective communication, the nurses' attitude toward patients, and their intrinsic job motivation (Caris-Verhallen et al. 1999a; Tuckett 2007) .
Interventions can improve the communication skill of patients, too, as, for example, Tacke (1999) has shown with aphasic patients. Nurses' educational level influences the pre-understanding or prior knowledge of the nurses, in this way influencing communication as well (Darmann 2002) . So it can be concluded that nurse education is a central determinant for an effective communication. In a study in a psychiatric setting, patient interviews revealed influencing factors from patients' view like nurses' attributes, role perceptions, clinical care, and time . Dean et al. (1982: 255) described communicative competencies of nurses as the "ability to ask appropriate questions, listen, explore a topic, maintain a conversation, and recognize and respond to cues from patients".
Patient variables Patients speaking only foreign languages often have little information about their illness and treatment, resulting in bad communication and possibly worse outcomes (Goode 2004) . Mathews (1983) in his review found interrelation factors like social distance or patients' perception that nurses do not have authority to communicate information to them. Communication difficulties with aged patients are mainly determined by physiologic changes like prolonged time to perceive, to respond, to learn, to move, and to act (Carlson 1972) . Carlson (1972: 278) describes intrapersonal competence as "before one can communicate in the fullest sense, one must also be able to listen in the fullest sense." With demented patients the responsibility for successful communication is for the most part with the nurses (Hansebo and Kihlgren 2002) . The kind of disease, especially regarding dementia, is crucial to the course of communication (Edberg et al. 1995) . Visual disabilities of the patients have a high impact on the perception of paralanguage, in this way affecting the process of communication as important cues cannot be recognized (Fry 1994) .
Shared variables Successful and smooth interaction was characterized by Spiers (2002) by the ability of both nurse and patient to synchronize their responses to match each perceived and expressed sense of self-image in three primary areas of public social image, namely autonomy, competence or esteem, and solidarity.
Touching or the nurse's touching style as a special kind of communication is determined by several factors, such as the cultural background, nursing school, general working style in patient interactions, and the feedback from the patients (Routasalo 1999) . Theses factors can be categorized in nurse variables, patient variables, and daily contextual variables similar to the above-mentioned tripartite categorization (Routasalo 1999) . McCann and McKenna (1993) state the perception of touch is mainly influenced by personal factors, meaning nurse and patient variables. They mention factors like age, gender, health status, social status, previous tactile experience, touch socialization, and the role taken (McCann and McKenna 1993) . Aguilera (1967) describes necessary preconditions that have to be met for the use of touch as a conscious means of communication: it must be acceptable for both nurse and patient, and it must be recognized that touch has a unique meaning to each person. Non-verbal aspects of communication are learned in different cultural settings and are mostly learned intuitively by the individual (Lomax 1997 ). Perception and importance of possible communication barriers is to a high degree dependent on the cultural background of patients and nurses as the studies of Park and Song (2005) and its replication by Ruan and Lambert (2008) have shown.
A minimal mutual compatibility of the communicators' realities like language has to be existent to achieve a successful exchange of information between nurse and patient. The patients' means to successfully negotiate their interests in the clinical setting are limited due to the specialized field of medical knowledge, and they strongly depend on the health professionals. The use of jargon or a special register by the nurses affects the path of nursepatient communication and patient participation in the clinical setting (van Maanen 2002; Williams et al. 2005a ). The use of medical and everyday language in the hospital setting is determined by the linguistic background of the patient and nurse, motivational factors, communicative norms in the hospital setting, and status and power differentials in the hospital setting (Bourhis et al. 1989) . The nurse-related behavior of patients influences the way nurses interact with them, stressing the mutuality aspect of communication, too (May 1990) .
A very important barrier for communication is the labeling and stigmatization of certain patient groups or minorities (Canales 1997) . Power differentials in the nursepatient relation determine the course of communication (Darmann 2000; Shattell 2004 ).
Environmental variables Different settings show different communicative behavior by nurses as was shown for home care compared to nursing homes (Caris-Verhallen et al. 1998) . The amount of interaction in homes for the elderly depended on the resident's mental status, meaning nurses interacted less with demented residents (Armstrong-Esther and Browne 1986). Psychiatric nurses identified influencing factors from their perspective as environmental factors like available rooms and ambience of the ward, something unplanned that always comes up and interferes with communication, instrumental support and the focus of nursing in the hospital . It was concluded that mainly occupational stress, organizational structure, occupational culture, and bureaucratic constraints influence nurse-patient communication in the psychiatric setting . Staffing, pressure of organizational set-up, and given role demands have to be seen as situational and environmental factors that contribute to communication (Dean et al. 1982; Larsson and Starrin 1990; Mathews 1983) . Darmann (2002) stated that the environmental factors result in different levels of decisional freedom.
Regarding predictors and influencing factors, it can be concluded that there is no one single quality or aspect of communication that stands alone as the key to establishing effective communication (Usher and Monkley 2001) .
Conclusion
This review described the professional communication in the field of nursing and caring. Two aspects seem to be important: first, using of definitions of the basic concepts and theoretical backgrounds to classify findings into underlying theoretical comprehension, and second, description of structural aspects and the process of communication by empirically based findings about the nurse-patient communication and interaction.
It is rather surprising that in nursing literature the proprietary nursing theories including interaction and communication are hardly used. Nursing scientists have preferred theories of other sciences like sociology and psychology. Watson (2005) also criticizes this aspect exemplarily in a commentary on the review of Shattell (2004) and demands to integrate contemporary nursing care theories in order to reach beyond interaction to authentic caring relationships. She defines this as a goal for nursing science as she thinks that foreign theories cannot reflect the unique situation of the nurse-caring relationship (Watson 2005) . In this way, nursing science has to develop its own perspectives and theories, and should not merely adopt perspectives of other disciplines. Therefore, some issues have to be clarified by nursing theorists: the necessity of a nursing-care-based communication theory and the appropriateness of communication theories of adjacent sciences according to certain settings or demands. There is sufficient general descriptive and conceptual research for nursepatient interaction and communication. Communication and interaction skills are almost always seen as crucial for nurses. The authors of the included citations all conclude that these skills can be learned to a certain degree. Often the term "communication skill" was not clearly defined and was rather nebulous. Without clarification of concepts, findings from publications are exposed to the risk of misinterpretation.
Rather surprising was the vast amount of research quantitatively evaluating data generated with classically qualitative methods. Mostly lacking are well-designed randomized controlled intervention studies with appropriate outcomes that would underpin the effect of educational or structural interventions to improve communication. Intervention studies seldom described the investigated intervention program. Chosen outcomes for the evaluation were not clinically relevant, such as duration or frequency of interactions. Further, patient involvement and their role in communication are often neglected by authors. Considering the mutual nature of communication, the patients' share in conversation should be taken more into account than it has been until now. Bearing in mind the mutuality of communication and interaction, the responsibility for a working communication cannot solely be with the nurses. It has to be specified what contents should be communicated and especially what contents the patient wants to have communicated by the nurse.
Additionally, intervention studies did not make up a large part of our pool. By far the majority were descriptive and conceptual studies. If communication can be practiced and as there are certain deficits in nurse-patient communication, as was shown for demented nursing home residents, implications for nursing practice exist particularly for educational interventions, though their effectiveness lacks evidence. These interventions can be aimed at provider variables, but have to take into account known and problematic patient variables, too. By which means other factors like environmental variables or situational variables can be successfully influenced cannot be stated based on this review. It also cannot be concluded whether nursepatient communication as an important factor for patient satisfaction influences economic outcomes for health institutions.
These are important implications for future theoretical and empirical research in this field, and in this way for the professional focus in nursing, too.
